that genital involvement may be secondary to ileo-caecal or appendicular disease. Blood-stream spread is the alternative method, genital infection occurring secondary to a pulmonary focus. The literature indicates that the following sites are most likely to be involved: right ovary and/or tube (38 %), left ovary and/or tube (34 %), uterus (6 %), cervix (0.1 %), parametrium (16 %), external genital (4%). Diagnosis may be difficult for the clinical features of fever, loss of weight and an2emia resemble those of chronic pelvic inflammatory disease, especially tuberculosis. A mass in the right iliac fossa or a draining sinus may be present. The sulphur granule, a profusion of branching bacteria, can be identified in the pus. The treatment is mainly conservative although judicious surgery may be helpful. Lincomycin 500 mg four times daily for six months (Moir 1970) has replaced penicillin as the antibiotic of choice on account of its ability to penetrate tissues well and its action against the bacterioides which are often associated. Examination under aneesthetic showed a firm friable tumour arising from the middle third of the anterior vaginal wall and invading the vesicovaginal septum. The tumour did not appear grape-like and did not extend to either the cervix or the vulva. Cystoscopy: bladder mucosa intact. Intravenous pyelogram: normal renal tract; a soft tissue swelling arising from the pelvis was apparent. Chest X-ray normal. Operation (Professor C J Dewhurst and Mr David Wallace): Total cystourethrectomy, total hysterectomy, bilateral salpingo-oophorectomy, total vaginectomy and pelvic lymphadenectomy. The ureters were implanted into an ileal conduit. X j R _~----------- She was fit for discharge three weeks after operation. A year later she was leading a full life, and there was no evidence of recurrence.
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The pathological specimen showed the tumour to be arising from the fibrous septum between the vagina and the bladder base. It was indenting the bladder and invading the vagina. The bladder was considerably enlarged (Fig 1) . Microscopy showed a mesodermal mixed tumour. There were hyperplastic sheets of malignant mesenchymal cells in loose myxomatous stroma. These were covered by a characteristically normal thin stratified epithelium (Fig 2) . The high power showed undifferentiated mesenchymal cells with large nuclei, and actively dividing nuclei could be seen (Fig 3) . The pelvic nodes were free from growth.
Case 2 Clear Cell Adenocarcinoma Born 31.11.72 full term, normal delivery. Treated in August 1973. No history of antenatal cestrogen ingestion by her mother. At 9 months, she was referred with a history of twenty days' mild vaginal bleeding. Examination under anisthetic showed a polypoid vaginal mass 1.5 cm in diameter arising from the junction between the middle and the upper thirds of the right posterior vaginal wall. Rectal mucosa normal. Intravenous pyelogram: normal kidneys and bladder, left lower ureter displaced to mid-line. Chest X ray normal.
Operation (Professor C J Dewhurst): Total hysterectomy, bilateral salpingo-oophorectomy and vaginectomy, by a combined abdominal and vaginal approach. The parametrial tissues were excised out to the pelvic side walls. Recovery uneventful. Discharged home fifteen days postoperatively. She is well with no recurrence one year later.
The tumour measured 16 mm from back to front and extended through the posterior vaginal wall (Fig 4) . Microscopy showed a clear cell adenocarcinoma permeating the vaginal wall and apparently all excised ( Fig 5) .
Comment
Gynicological cancer in children is rare. Fewer than 550 cases have been reported in the literature, the majority of which are botryoid sarcoma or ovarian tumour. Tumours in children are characterized by rapid growth, early spread and fatal outcome. As they are growing in a confined pelvic space they cause early interference with the urinary tract. Delay in diagnosis and incomplete treatment are poor prognostic factors (Barber & Graber 1973) . One-third of cases of vaginal botryoid sarcoma occur under the age of 2 years.
In the older age groups it can originate from the vagina or the uterus (Table 1 ). The tumour is thought to arise from malignant transformation of the undifferentiated fetal mesenchyme of the urogenital sinus. This would explain its occurrence in the vesicovaginal and rectovaginal septa and also the fact that it is often covered with normal vaginal epithelium. This is a very important feature, as the normal looking epithelium may mislead the observer into misdiagnosing this condition as benign polyp with resulting incomplete treatment and recurrent growth. Under this normal epithelium there is a great variation in histological appearance but there are usually large collections of pleomorphic malignant cells separated by loose stroma in some places and condensed in others. Rhabdomyoblasts are said to be characteristic but are not necessarily seen in the less differentiated tumours. The uterine tumours occasionally contain cartilage or bone. Local spread and distant metastases are the rule in untreated cases.
Vaginal tumours other than botryoid sarcoma are very rare. Huffmann (1968) reported on 14 cases he had found in the literature: of these 7 were mesonephric carcinomas, 2 adenocarcinomas, 2 medullary carcinomas, one a papillary Herbst et al. (1972) have reported a cluster of girls with a clear cell adenocarcinoma whose mothers had taken very high doses of diethylstilbcestrol in early pregnancy, but these appeared in older girls from the age of 8 to 25 years. The clinical features are bleeding and vaginal discharge and in later stages an abdominal mass may be palpated. The tumour often appears at the vulva and may be large.
Treatment should be by radical surgery. Since botryoid sarcoma is often multifocal in origin total vaginectomy and hysterectomy are recommended. Vulvectomy may also be required for a low lying tumour, and pelvic lymphadenectomy is necessary to remove possible deposits in the pelvic nodes. The prognosis is worse if the glands are involved. Removal of the ovaries appears to make no difference to survival rates. Anterior or posterior exenteration is required for invasion of the urinary tract or the rectum. Radiotherapy is not normally used as the tumour is not very radiosensitive so the dose required would cause local burns and seriously interfere with subsequent growth of the pelvis. However, it may be helpful to reduce the size of a large inoperable tumour and make it operable and also in the palliative treatment of recurrent growths. It is sometimes used postoperatively to prevent recurrence. Chemotherapy is recommended in some centres as an adjunct to surgery but it requires very careful control to avoid dangerous side-effects in these children. It is however, useful in the palliative treatment of a recurrence.
Survival is poor. Huffmann (1968) reported on the treatment received by 16 patients who survived more than three years; most of them received radical surgery. Many of the other cases were inoperable and received palliative treatment only ( Table 2) .
The decision on the extent of the required surgery may be difficult. Hysterectomy and vaginectomy is a minor handicap in a child but anterior or posterior pelvic exenteration may improve the prognosis at the cost of an artificial stoma. However, many children lead very active lives with a stoma and a radical approach to treatment is probably the correct one. The sur-vivors will require hormone replacement at puberty and vaginal reconstruction afterwards.
Virilizing Lipoid Cell Tumour of the Ovary Paul M Lewis1 FRCS MRCOG (Royal Free Hospital, London) Miss V C, aged 17, a West Indian. Presented with a three-year history of secondary amenorrhaza, hirsuties and deepening of the voice. Menarche at 11 years; menstruation regular for two years and infrequent thereafter. She had found it necessary to shave her face once a week. Her weight had risen by 0.5 kg from 55.1 kg to 55.6 kg in the previous six months. No significant past or family history. On examination: Hirsuties of the limbs and beard area of the face, male escutcheon of pubic hair. Pale thin striae over upper arms, thighs and buttocks. Blood pressure 145/105. Clitoris was moderately hypertrophied. She was virgo intacta and no pelvic mass could be felt on rectal examination. No acne or temporal balding. Breasts and thyroid cartilage normal.
Hemoglobin 16.6 g/100 ml. Chest and skull X-rays, and tests of glucose tolerance and adrenal and thyroid function normal. Urinary 17oxosteroid excretion normal; plasma testosterone 
